Robot-assisted radical prostatectomy (RARP) is increasingly used worldwide, but comparisons of perioperative, functional, and oncologic outcomes among RARP, laparoscopic radical prostatectomy (LRP), and open radical prostatectomy (ORP) remain inconsistent.
Background
The incidence rates of prostate cancer are currently increasing in most countries, especially in some developed countries [1, 2] . Open radical prostatectomy (ORP) has been the criterion standard for the treatment of prostate cancer for some time; however, this procedure is associated with considerable blood loss and postoperative pain, and a prolonged hospital stay. Laparoscopic radical prostatectomy (LRP) was first reported in the early 1990s [3] , and demonstrated advantages in terms of reduced blood loss and postoperative pain, and shorter hospital stay, as well as lower rates of urinary incontinence and erectile dysfunction, compared with open procedures [4] [5] [6] . LRP has thus since become the standard procedure in many institutions. However, there have been numerous refinements in terms of both prostatectomy techniques and equipment. Although ORP and LRP have thus formed the mainstay of treatment for prostate cancer, technical procedures for radical prostatectomy have recently been improved and updated to ensure oncological control and satisfactory postoperative functional outcomes, and the use of Robotic-assisted radical prostatectomy (RARP) has subsequently increased dramatically. Robot-assisted surgery offers several advantages compared with standard laparoscopy, including the use of a high-resolution camera with three-dimensional visualization, while the robotic arms allow surgeons to perform more precise dissection of the anatomic structures, potentially leading to better preservation of functional structures, reduced PSM, and better perioperative outcomes [7] [8] [9] .
Although several studies have compared the perioperative, functional, and oncologic outcomes among RARP, LRP, and ORP, the results have been inconsistent. Some studies reported significantly lower blood loss, transfusion rate, and positive surgical margin (PSM) rate with RARP compared with LRP and ORP, and higher nerve-sparing, recovery of complete urinary continence, and recovery of erectile function rates, while others have failed to find these relationships . We therefore conducted a systematic review of the existing literature and conducted a meta-analysis to assess the perioperative, functional, and oncologic outcomes after RARP, LRP, and ORP, to help provide valuable insights into the appropriate choice of surgical procedures for patients with prostate cancer.
Material and Methods

Literature search
This study was limited to published studies that compared the perioperative, functional, and oncologic outcomes after RARP, LRP, and ORP. The literature was searched in the Cochrane Library, Medline, EMBASE, CNKI, Elsevier, and PubMed by 2 independent reviewers, from their inception to April 2017. The search terms comprised MeSH terms and text words. For example, perioperative, functional, and oncologic outcomes were: 'perioperative outcomes', 'functional outcomes', 'oncologic outcomes', 'operation time', 'blood loss', 'transfusion rate', 'erectile function', 'urinary continence', 'nerve sparing', 'positive surgical margin', and 'PSM', while those for surgical method were: 'open radical prostatectomy', 'laparoscopic radical prostatectomy', 'robot-assisted radical prostatectomy', 'RARP', 'LRP', and 'ORP'. All related articles and abstracts were retrieved.
Eligibility criteria
Studies in which patients were diagnosed with prostate cancer and underwent primary treatment with RARP, LRP, or ORP were included. Included studies also reported on the perioperative, oncological, and functional outcomes after RARP, LRP, and ORP. Perioperative outcomes included operation time, blood loss, and transfusion rate; oncological outcomes included PSM; and functional outcomes included nerve-sparing, urinary continence, and erectile dysfunction. Data on operation time and blood loss are presented as continuous data with means and standard deviations (SDs). Transfusion rate, PSM, nerve-sparing, urinary continence, and erectile dysfunction are presented as dichotomous variables.
We excluded case reports, review articles, meeting reports, and abstracts, as well as studies reporting on duplicate patient populations where some or all of the same patients were included in more than 1 study reporting on the same parameters, as well as studies in which the patients had urinary incontinence or erectile dysfunction before surgery.
Study selection and validity assessment
The titles and abstracts of the relevant literature were screened by 2 independent reviewers, and relevant reports were retrieved. If the title and abstract were ambiguous, the full text was analyzed. The final decision on eligible studies was made after reviewing the selected articles. If 2 independent reviewers disagreed on the same document, then the inclusion of the document required consensus or consultation with a third reviewer.
Data extraction and statistical analysis
Data, including demographic data and outcome data (operation time, blood loss, transfusion rate, PSM, nerve sparing, urinary continence, and erectile dysfunction), were recovered from the selected literature. The differences were settled by consensus. Quantitative meta-analysis was performed using Review Manager (RevMan) software and Stata software by 2 reviewers. Available data, including mean, SD, and available number, were analyzed in the meta-analysis to calculate standard mean differences (SMD), combined odds ratios (ORs), and 95% confidence intervals (CIs). Heterogeneity assessment used the p-value and the I-squared statistic (I 2 ) in pooled analyses, representing the percentage of total variation across studies. If p<0.1 or I 2 >50%, the summary estimate was analyzed in a random-effects model; otherwise, a fixed-effects model was applied. The results are expressed as SMDs for continuous outcomes and as ORs for dichotomous variables. Publication bias was assessed by assessing visual symmetry of funnel plots, in which asymmetry may indicate publication bias, and by Begg's and Egger's tests in the meta-analysis. Publication bias was indicated by p<0.05.
Results
Characteristics of included studies Figure 1 shows the review process in detail. A total of 3091 nonduplicate studies were extracted, 33 of which were ultimately selected according to the eligibility criteria: 19 compared the perioperative, functional, and oncologic outcomes between ORP and RARP; 11 compared the 3 outcomes between LRP and RARP; and 5 compared the 3 outcomes between LRP and ORP. After group discussion, all reviewers agreed to include all 33 papers. Table 1 summarizes the general data from the 33 studies. The mean age ranges of the patients who underwent ORP, RARP, and LRP were 49.3±2.4-70.03±6.10 years, 32.6±2.9-69.05±4.78 years, and 57.2±7.4-62.5±6.0 years, respectively. All of the included studies reported exclusion/inclusion criteria . The 19 studies [8, 10, 14, [16] [17] [18] [19] [20] 22, 23, 27, 29, [30] [31] [32] [33] [36] [37] [38] that compared the outcomes between ORP and RARP groups included 16 830 prostate cancer patients. Eleven of these studies [7, [9] [10] [11] [12] [13] 15, 21, 34, 35] compared the outcomes between LRP and RARP, and 5 studies [10, [24] [25] [26] 39] compared the outcomes between ORP and LRP.
Meta-analysis
This meta-analysis revealed that blood loss, transfusion rate, and positive surgical margin (PSM) rate were significantly lower following RARP compared with LRP (SMD (95% confidence interval [ 
Discussion
This meta-analysis reviewed and analyzed 33 published studies to investigate and compare the perioperative, functional, and oncologic outcomes of RARP, LRP, and ORP in patients with prostate cancer. The results revealed that RARP was preferable to the other 2 techniques with regard to blood loss, transfusion, nerve-sparing, recovery of urinary continence, and recovery of erectile function rates.
The outcomes were relatively inconsistent because of differences in surgical experiences, equipment, and patient conditions. Among these, surgical experience has been shown to play an important role in improving perioperative outcomes and complications [40] [41] [42] [43] [44] . RARP involves high abdominal pressure during surgery by pneumoperitoneum, which could explain the lower bleeding and transfusion rates in the robot-assisted group. Positioning of the patient in the Trendelenburg position, which reduces venous blood pressure, may also contribute to the positive effect of RARP on perioperative bleeding. The longer operating time compared with the open technique, as reported in this study, may explain the more precise operative procedure in RARP, as confirmed in other reports [45, 46] .
With regard to oncologic outcomes, some studies found that surgical technique was not an independent predictor of PSM [47, 48] , while some reported that the risk of PSM was dependent on TNM stage and the patient's preoperative prostate-specific antigen level. Coelho et al. reported that clinical stage was the only preoperative variable independently associated with PSM after RARP [49] . However, the present meta-analysis showed that the PSM rate of RARP was significantly lower than those of LRP. Our results thus differed from the previous studies. The prostatic apex was reported to be the most common location of PSM, and improved visualization of the prostatic apex during RARP may reduce the risk of PSM [8, [50] [51] [52] [53] .
The main objective of radical prostatectomy is cancer control, but maintaining quality of life is an important secondary goal [54] . Many studies have shown that the most common factors influencing quality of life following radical prostatectomy are decreased erectile ability and urinary incontinence [55, 56] . Although conventional nerve-sparing radical prostatectomy generally preserves some erectile function, most patients suffer some loss of erectile ability. Some researchers have suggested that bilateral nerve-sparing may aid the recovery of urinary continence and erectile function, but Ludovice et al. reported that bilateral nerve-sparing RARP was associated with faster recovery of continence, but not of erectile function, compared with open prostatectomy [57] . Novara et al. suggested that patient selection was a key factor determining the success of the nerve-sparing technique in the era of robotic surgery [58] . In patients younger than 65 years, the absence of associated comorbidities and good preoperative erectile function were the most important preoperative factors in selecting patients for bilateral nerve-sparing RARP [58] . In our study, nerve sparing was significantly higher in the RARP group compared with the LRP and ORP groups, but the correlation between nerve sparing and erectile function requires further study. Urinary continence and erectile function after radical prostatectomy are difficult to compare among studies because their etiology and pathophysiology are poorly understood, and their definitions vary among different investigators. Furthermore, different studies may involve multiple surgeons with different levels of training and laparoscopic surgical experience. These factors thus limit the direct comparison of continence and erectile outcomes between RARP, LRP, and ORP [59] .
A
The advantages of RARP include visualization of locations within the pelvic cavity from various angles, providing excellent views for the surgeon. High-resolution cameras generating three-dimensional images and robotic arms allow surgeons to perform more precise dissection of the anatomic structures, potentially leading to better functional preservation. We suggest that these advantages of RARP would help to overcome the potential impact of prostatic apical shape on the postoperative recovery of urinary continence.
However, the etiologies of incontinence and erectile dysfunction after radical prostatectomy remain unclear. Several studies reported that various factors, including patient characteristics [60] [61] [62] [63] [64] incontinence and erectile dysfunction after radical prostatectomy. A detailed description of pelvic anatomy in relation to radical prostatectomy suggests a positive association between the location of the prostatic apex and membranous urethra in terms of postoperative incontinence [68] . It was suggested that overlap of the urethra by the prostatic apex may be associated with prolonged postoperative incontinence, and overlap may exist anteriorly, posteriorly, or on both sides. Maximal preservation of the sphincter mechanism is widely regarded to be essential for preventing postoperative incontinence. The distal sphincter only extends from the penile bulb to the prostate apex, whereas the proximal sphincter extends to the verumontanum. In our meta-analysis, urinary continence rate and erectile function were significantly better in the RARP group compared with the ORP and LRP groups. However, urinary incontinence and erectile dysfunction are complex multifactorial conditions that require further studies.
There were some limitations to this meta-analysis that need to be considered when interpreting the results. First, the samples were relatively small in all 33 studies. Second, several related studies were excluded because of a lack of control data, or means and SDs. Third, because the studies were conducted in different hospitals, the uneven surgical technique of surgeons may have influenced the results. Fourth, there was strong evidence of heterogeneity among the included studies. Some differences among the studies should be considered: the included studies were based on different populations; PSM was influence by the subjectivity of pathologists and surgeons; and we did not compare the cost of consumables and capital between RARP and LRP or ORP, but a study suggested that RARP con reduce the cost of consumables [69] . These factors limit the ability to form definitive conclusions about the relative clinical value of different prostatectomy procedures. However, this meta-analysis demonstrates that RARP provides more advantages in prostate cancer patients, especially regarding decreased adverse events.
Conclusions
This meta-analysis demonstrates that RARP is superior to LRP and ORP in terms of blood loss, transfusion rate, nerve sparing, urinary continence, and erectile dysfunction recovery, and suggests that RARP offers better results than LRP and ORP in treatment of prostate cancer. However, studies with larger sample sizes and long-term results are needed.
